WRITE PLAINLY—USE UNFADING BLACK INK-—MAKE A PERMANENT RECORD

U or THE CRsys
\m G 29 194

Registration District No...._._.

I‘M ENT OF COMMERCE

F34

6365

- MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No... é Q_._? 7

4 Stale File No.

Registrar's No.__;.f_—.’_.......... -

1. PLACE OF DEATH;
{a) County.

(¥) City or toWNerecir -
() Name of hosﬁal or institution:

toddard

Ddai-/ (2%

(Il outafde city or town limits, write “IMURAL™ and nama of lmrn;hip)f

one /

(d) Length of stay:

(1{ oot in hospital or institution, write strest number er location)
In hospital or Institution

{Specily whether

2. USUAL RESIDENCE OF DECEASED:
Mo. (%) County.

{¢) Cityor tnwn_.__.AQy'_a.n.Q.ﬁ.;.....M.Q.:.....Runﬂ.l.a“......._..

{If ontside city or town limits, write “RURAL"™)}

Stoddard /03
a

e

i(a) State.

(d) Street No.

(It raral, give Jocation)}

(), Place: burial or cremation_.F'

(Maoth) (Day)} (Year)
ont cemete
Chiles iind. Co.

{Burial, cremation, or remaval}

In this community. Years. O
years, months or doys} {e) If forelgn born, how long In U. 8. AP years,
MEDICAL CERTIFICATION
3. (¢) PRINT
FULLNAME. .. BERNIE. J. CRAIN N 7t h
20. DATE OF DEATH: Month......l.t.h.__day
3. () If veteran, 3. (¢) Social Security 194 1 . minute
name war - —— No None year. hout. 7 OO inute.... S M
21, I hereby certify that I attended the d d frgm.
5. Color or 6. (a) Single, widowed, married, 19.39., to%.’z__._ eeereeanea 1w/, i
4. Sex Femal 9/ race. White divor Mg rr. i ed d that 1 last eaw hedr . alive o%._é L — i&gj :
6. (5) Name of husband ot MAY 6, () Age of busband or wite if || and that death cccurred on the dte anfl bour stated above. Duration
R. €rain allve Immediate cause of death 3
7. Birth date of deceased 1l 9 1877 __G&z:er&:z_ o
{Month) (Day) {Year) ﬁ LA
8. AGE: Years Months Days If less than one day Due to....... 4% I SR // /
6 3 7 28 hr, min . 4
Due to
9. Birthplace <] Al o Y d
\ (C{t, town, or county) rd (Stato or forelgn country) T j: b y ransr————
Other conditiona .
10. Usual occupation Housew 1f e (Fotlade ov within § months of death) o'/_/
11. Industry or business. PHYSICIAN
g{ 12. Name Wmo LOO!'liS G’illiland _Majgfg;g‘,:ﬁim__‘m_d‘ ) W U_;:ru
< {13, Binbplace /) MO. the cause to
& 1 o (City, (Buu coantry} y which death
E 14. Meiden name r Of autop:y..._..,z.w-..ﬁll 7 / uhou:él“b:
9 15 . () Mo. - ‘ tistically.
= 18. place (City, town, or tounty) (State or foreign coustry) 22, 1f death was due to external causes, fill in the following:
16. (&) Informant Mat R, €rain (8) Accident, suicide, or homiclde (apecify)
(3) Address Advance , Mo. Route # 2 . (3} Date of occurrence. -
-l Where did occur?
17. (a) Burial () Date thereof 7T=9-1941 © ere did {njury vy o vows) ri) rETPYN)

{d) Did injury occur in or about home, on farm, In ind place, in public place?

18. (o} Slgnature of funeral director.—.... . While at work? (Bv-dh(l‘:;w ngl_g:'c).f NW——;——-———
(b) Addresa Bloomfleld Missouri. A
. @ J—ll — s ( 3 23. Signature__ o D.nrothu):ﬂQ
: (Dhteroceived loce registrar) )( & u{fegisliar's signature} Add Date dg‘nMV/
f ~ (4} (Licensed Embalmer’s Statement on Reverse Side)




RECEIVED -
District Lie::l’th Cfﬂce No 2,

e . District File Numbeff{/ ///f_
. - Dove Filed___ I LI/

PY P4 oy

5 Ll e

STATEMENT BY LICENSED EMBALMER

»

' working under my personal supervision.

|
|
|
4lmer No... 4119 .

P. 0. Address._. Bloomfield, Mo. .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lus OWN HANDWRITING. (Failure to comply
the above conshtutes grounds for revocation of license. ) -

I.f thl.B body is not embalmed, fact should be so smted above.



